Abstract: Social support generally is considered a valuable asset that may compensate for health service deficiencies among rural populations. Employing a mixed methods approach, we explored how vulnerable rural residents described social support in the context of self-management for multiple chronic conditions. Participants generally felt support was available, though emotional/informational support was perceived as less available than other types of support. Participants did not rely heavily on informal support to help them manage their multiple morbidities, preferring to call on their doctor and their own resources. We discuss implications of these findings for meeting this vulnerable population's self-management needs.
R esearchers have long assumed that social support may be useful to buffer the health inequities and contextual challenges faced by rural residents. [1] [2] We sought to examine this assumption by answering several questions: (1) What types of and how much social support do low-income rural residents with multiple morbidity (MM) receive? (2) From their perspectives, does the social support received by rural residents facilitate MM self-management? (3) What explanations do rural residents offer for their perspectives on social support and MM self-management? rural health inequities and the appalachian context. Rural residents suffer significant health inequalities, often in a context of resource scarcity, compared with the national population overall. Prevalence rates of cancer, diabetes, arthritis, asthma, and heart disease are higher among rural residents than among the overall U.S. population. [3] [4] Insufficient personal resources, contextual challenges, and suboptimal health behaviors likely contribute to these inequities. [5] [6] [7] Rural residents also experience more socioeconomic disadvantages, including higher poverty and unemployment rates and lower levels of formal education, than the U.S. population at large. [8] [9] [10] Moreover, rural communities, particularly those in distressed counties of Appalachia, often have health care professional shortages and certain health services are not available locally; even when services are available, rural residents may lack transportation to reach them. [11] [12] [13] [14] [15] Social services may also be less widely available in rural areas. 16 The health disadvantages that rural residents face are especially pronounced for residents of rural Appalachia, who tend to be older and have fewer personal resources, making them vulnerable to worse outcomes. 8 Appalachian residents have higher rates of certain types of cancer, 17 heart disease, 18 and diabetes 19 than residents of other regions. These disparities are most pronounced in distressed counties of Appalachia, such as the ones in which this study took place. 12 Although we currently lack prevalence data specifically focused on MM, given the higher rates of various individual conditions among Appalachian residents, this population likely has higher rates of MM than their non-rural-Appalachian counterparts. 20 Further, given the aforementioned contextual disadvantages, the experience of managing MM is likely to be particularly challenging for this population.
Multiple morbidity and self-management. Multiple morbidity refers to the cooccurrence of two or more chronic health conditions. It has become fairly common among middle-aged and older adults; estimates of MM for those aged 45-64 range from 35% to 93%, and for those aged 65 and over range from 63% to nearly 100%. [21] [22] Controlling disease in under-resourced communities is difficult; managing multiple conditions leads to substantially increased challenges as individuals try to balance various, and occasionally conflicting, behavioral recommendations and medication regimes. [23] [24] Optimal management may be quite time intensive and costly, limiting personal resources for self-management. 23, 25 Other challenges to disease management can include symptoms, such as pain and fatigue, as well as logistical impediments, such as transportation. 26 Researchers have argued that in the face of these health challenges, rural residents may draw on a valuable asset of social support. [27] [28] Social support may be especially important to residents of Appalachia, where disease rates are high and strong informal social support network values are normative. [29] [30] [31] [32] [33] [34] [35] In this context, researchers have suggested social support may serve as a buffer against the impact of life stressors. [27] [28] 36 Social support is a multi-dimensional phenomenon that refers to membership and participation in voluntary associations and formal and informal relationships among significant others, associates, and colleagues. 37 Sources of support can include one's spouse, children, siblings, friends, neighbors, co-workers, and professionals (such as health care providers). 38 Dimensions of social support include constructs such as emotional support, esteem, social networks, instrumental support, and active support. 39 Sherbourne and Stewart 40 emphasized the following five dimensions assessed via the Medical Outcomes Study (MOS) Social Support Survey: 1) emotional support (i.e., the expression of positive affect, empathetic understanding, and the encouragement of expressions of feelings); 2) informational support (i.e., the offering of advice, information, guidance or feedback); 3) tangible support (i.e., the provision of material aid or behavioral assistance); 4) positive social interaction (i.e., the availability of other persons to do fun things with you); and 5) affectionate support (involving expressions of love and affection). The MOS Social Support Survey, which was originally developed as part of a study of patients with chronic conditions, is predicated on evidence that a person's perceptions of the availability of support may be more important than the degree of support actually received. 41 Sherbourne and Stewart suggested that received support was confounded with need and therefore might not accurately reflect the amount of support available to a person. 40 Although conceptualization and measurement of social support differ across studies, most have demonstrated physical and emotional health benefits of social support. 2, 37, 42 Researchers suggest that high levels of social support availability lead to better health, help prevent physical and emotional problems, and enable individuals to recover from and cope with serious illness and injury. 43 The impact of support seems to be greater for those with higher levels of life stressors. 44 Low levels of support may be detrimental for physical and mental functioning. 45 Research indicates social support may play a particularly prominent role in the life satisfaction and mental health of rural residents. 35 The prominent role that social support plays in rural residents' lives may relate to the rural reality of greater health challenges in the face of fewer resources, making the provision of emotional and logistical assistance particularly critical to well-being. While Gallant 46 conducted a review of the relationship between social support and chronic disease self-management, rural adults were not the focal population; thus, we currently lack insights on the ways in which vulnerable rural residents use support in the face of multiple illnesses. To rectify this deficit, this paper examines the nature of social support among vulnerable adults in rural Appalachia with multiple morbidities. 47 
Methods
Study location. This study took place in rural Appalachian Kentucky. Appalachia is a geographically and culturally diverse region of 410 counties in 13 states with nearly 22 million people, or 8.3% of the total U.S. population. 48 Appalachia has high rates of extreme poverty, isolation, and poor health. 8, [49] [50] Socioeconomic and educational indicators of Appalachian Kentucky are among the worst in the United States, with the majority of Appalachian Kentucky counties ranking in the lowest 10% of the nation's counties in terms of poverty, unemployment rate, and per capita income. 48, 51 The two counties where this study took place have even lower SES indicators than the region overall. The percentage of individuals living below poverty level varies from 29.1% to 33.2% in the two counties, compared with 12.4% in the U.S. 48 Rural Appalachian Kentucky also has notably low rates of health insurance coverage.
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Sample recruitment and eligibility. Participants were recruited with the help of staff from three federally qualified health centers in Appalachian Kentucky. These practices were selected because they were situated in communities with characteristics typical of rural underserved populations, such as health care provider shortages and low socioeconomic and health-related indicators. Clinical staff from each of the family medicine practices compiled a list of up to 100 patients who had been seen during the past year. Eligibility criteria included having two to six chronic conditions that required fairly extensive self-management. Because the parent project for this study focused on colorectal cancer (CRC) screening, we included those aged 50-76 years, the recommended ages for CRC screening. Additionally, we excluded participants with colostomy, Crohn's Disease, iron deficiency anemia, ulcerative colitis, rectal bleeding, lower abdominal pain, or irritable bowel syndrome, since these conditions may lead to endoscopy for reasons other than CRC screening. Potential participants also were excluded if they were unable or unwilling to be involved in our study or had received a colorectal, cervical or breast cancer diagnosis. Providers confirmed patient eligibility and then signed a letter of invitation to participate in the study. Participants were instructed to mail back a pre-addressed stamped letter if they were interested in participating. Once letters of interest were received, we re-verified participants' eligibility (diagnosed disease status, age, willingness to participate in two interviews) by telephone and arranged for an in-person meeting time.
interview protocol. We conducted two in-depth interviews with each participant. Participants selected the location for interviews; most were conducted in the participant's home. Each interview lasted 60-90 minutes, and the second interview took place within a month of the initial interview. Two interviews were necessary in order to complete all instruments and adequately cover experiences of managing MM and social support without unduly burdening the participants.
Informed consent was obtained from each participant prior to the first interview. At the end of the first interview, the participants were asked to complete a socio-demographic questionnaire and social support was assessed using the MOS Social Support Instrument and follow up open-ended questions. The MOS consists of four separate social support subscales: 1) emotional/informational, 2) tangible, 3) affectionate, and 4) positive social interactions, and an overall functional social support index. This index also includes one additional item, "Someone to do things with to help you get your mind off things. " For each item, respondents indicate how often each kind of support would be available to them if needed, with responses ranging from one, "none of the time, " to five, "all of the time. " A higher score for an individual scale or for the overall support index indicates more support. The validity and reliability of the MOS Social Support Survey Instrument have been established, 40 and the instrument has been used previously with rural residents. [52] [53] In our study, the Cronbach's Alpha (α) for each of the sub-scales of social support ranged from 0.89 to 0.95, with the overall Cronbach's α of 0.95, indicating acceptable reliability. Although using the MOS allowed us to assess the availability of social support, it is not able to capture the meaning of or explanations for such support, an important series of insights that can only be obtained through in-depth interviews. 54 Due to limited literacy of the participants, all documents were administered orally by our trained local interviewer. The qualitative component of the interviews was audio-taped, with the permission of the participants. Participants were provided an honorarium ($25 and $35) after each interview. Approval to conduct the study was obtained from the university's Institutional Review Board.
Data analysis. Quantitative data analysis. The data from the completed questionnaires were entered into Microsoft Excel 2007. We used Stata version 10 55 for Windows to calculate descriptive statistics, to form a sample description, and to conduct bivariate analyses, including correlations and a one-way analysis of variance, on the associations between the overall social support and its dimensions and sociodemographic characteristics of our sample.
Qualitative data analysis. As we were investigating a previously unexplored topic,
we used a content analysis approach, which allows for the development of inductive categories and for the identification of emergent themes. [56] [57] We did not use any preexisting analytic templates; rather, we relied on immersion into existing research on social support and MM, leading us to anticipate some themes and patterns. [58] [59] Within the broad analytic orientation of content analysis, we did not count words or categorize text; rather, we subjected our transcribed textual data to a process of coding and identifying themes and patterns. 60 Consistent with qualitative data analysis, our approach was iterative and recursive. 61 After each interview was complete, the tape-recorded session was professionally transcribed, checked for accuracy, and reviewed to identify themes and to ensure that any missing line of inquiry was represented in subsequent interviews. 62 To ensure contextualization, we immersed ourselves in the transcripts, read and re-read each one, and engaged in line-by-line coding. Our initial codes were refined and we sorted these codes into categories, or useful grouping devices. 63 To develop a codebook, we compiled these codes and emergent categories together, and refined the codebook as new codes emerged.
Coding outcomes were discussed through periodic meetings and comparisons by members of the research team. Discrepancies were addressed by modifying the codebook and recoding the transcripts. Intercoder reliability was calculated based on the number of codes agreed upon by two independent raters (SB and YT) divided by the total number of codes of the two raters used. Through this iterative coding process we established an intercoder reliability ratio of approximately 80%, generally considered to be a satisfactory level of agreement. 64 We used QSR international's NVivo 2 software to improve data organization and management. 65 results Sample description. We interviewed a total of 42 participants. One participant reported having colon cancer and was excluded from the study. Thus, our final sample consisted of 41 participants. Our participants were longtime residents of Appalachia, having lived in their present counties on average for 50 years (range . Consistently with the general population of the Appalachian counties (97% White), 48 all of our participants were White, and had low incomes and modest educational attainment. Unemployment was pervasive (83%). Ten percent had no health insurance coverage; others had Medicaid (18%), Medicare (13%), company-sponsored (10%), private (20%), or dual/ combination (30%) insurance coverage.
A majority of our participants self-reported their health status was either poor (27%) or fair (27%). High blood pressure (76%) and arthritis (68%) were reported by the majority of participants, and a sizable number of participants also reported high cholesterol (49%), heart disease (37%), and diabetes (29%). On average, participants reported 4.7 health conditions [range [2] [3] [4] [5] [6] [7] [8] [9] [10] . The most common combination of conditions was arthritis and high blood pressure (49%) followed by high blood pressure and high cholesterol (41%), and high blood pressure and heart disease (36%). The average participant age was 63 years, ranging from 51 to 76. Most participants were female (71%), married (73%), and currently lived in a household of two people (56%). On average, our participants had two children (range 0-7 While the means for each dimension of support are above the scale midpoints, the averages suggest perceptions of various types of support being available more than "some of the time" but less than "all of the time. " Thus, although on the higher end of the scale, the pattern of responses indicated some shortcomings in perceived support availability, particularly for emotional/informational support.
Bivariate analyses did not demonstrate statistically significant relationships between overall social support and its dimensions and the socio-demographic characteristics of our sample.
narrative themes. The MOS elicited participants' perspectives on the quantity of affectionate, interactional, tangible, and emotional/informational support they experienced, the qualitative responses provided insights into what this social support meant in their lives. Several key themes emerged, including participants' perception that although support was available, (1) their tradition of self-reliance; (2) their focus on meeting self-management needs primarily through health care professionals; and (3) their concern about overburdened, already challenged family members motivated them to postpone drawing on support until doing so was absolutely essential.
While participants perceived support to be available from their family members, when asked through open-ended questions how exactly they experienced this support, they often described feeling that it was unnecessary to draw on such support at present. Participants explained this postponement of soliciting social support in terms of their self-reliance, their sense that the more appropriate source of support to meet medical needs was their provider, and their perception of the limits of family capacities.
Culture of self-reliance. Many participants discussed the importance of personal responsibility and self-reliance in the face of addressing chronic conditions. This selfreliance included the belief in being one's own strongest advocate and the importance of being knowledgeable enough about one's own situation to be able to look out for oneself. Mrs. M., age 58, with arthritis and high blood pressure, succinctly summed up the importance of self-reliance in the health arena: "We got to understand that we got to manage our own health because we care more about our health than others. " She continued, As a patient you are responsible for your own self. You need to say, if they find a polyp, "How deep was it? Did you get all of it? If not, why?" If you walk away without asking any of these questions then you bear the responsibility if things go wrong and get on the Internet and learn. You've got a better reason to learn about your own conditions . . . I know I care more about my medical problems than anyone else on earth, so I read everything I can about them. I may not practice what I read, but at least I'm aware of what I do need to do. So any medical problems that I have I take full responsibility.
Others, such as 66-year old Mrs. I., echoed this emphasis on self-reliance: "You have to look out for yourself anyway, no matter where you are. " Similarly, Mrs. G., age 61, with arthritis, hyperthyroidism, and high cholesterol, commented that patients "aren't as proactive or assertive as [they] need to be today, " emphasizing the importance of asking doctors questions and seeking answers to health concerns.
Although managing MM in this rural context is challenged by limited resources, residents' life-long socioeconomic disadvantage appeared to enable them to adapt and compensate, often without the use of social support. Despite the majority of participants reporting they either had just enough to get by or were struggling financially, and all having at least two chronic conditions, rarely did participants discuss a need for or acceptance of assistance. When Mrs. Y., age 56, with arthritis, high blood pressure, high cholesterol, uterine fibroids, and tumors, was asked about receiving any assistance, she replied, "Well at this point it's not been an issue that I would have to rely on another person. So far I've been healthy enough to be able to take care of it [my conditions] myself. " Many participants echoed this sentiment and the goal of avoiding assistance from others. Mrs. J, age 56, who had arthritis, heart disease, high blood pressure, high cholesterol, and sleep apnea, spoke about the challenge of working through her many illnesses; she indicated that her coworkers don't know about most of them [her conditions]. They don't ask you. I just told one of them the other night and he said "don't push yourself. " I think that if they knew all of it that they would probably work with me, try to make it easier for me, maybe not schedule me so many days in a row so I can get some rest in the meantime.
Mrs. J realized that her life could be easier if she accepted assistance from others, but preferred to remain self-reliant. However, many participants also recognized their vulnerability to changing circumstances, qualifying their statements that they did not need help "at this point, " seemingly leaving open the possibility of future assistance.
Even respondents who said they needed and appreciated support expressed a reluctance to accept it. For instance, Mrs. S. was a single woman, age 57, who lived by herself, earned less than $10,000 a year, and had to manage arthritis, heart disease, high blood pressure, diabetes, Ménière's disease, degenerative bone disease, sleep apnea, edema in her foot and legs, as well as kidney problems. When asked about assistance, she spoke of strong family resources in rural areas; however, she also revealed reluctance to accept assistance. She described her situation as follows:
I have a cousin that lives upstairs with her husband. I didn't even know I had a cousin till we got to talking one day and found out that we were related. Ever since then she helps me all that she can, she and her husband both do. She will cook and one of them will bring me down something to eat. Or if they are going out to the store, then she asks me do I need her to bring me back anything. But I hate to ask her because if she knows that I don't have the money she will buy it out of her own pocket, and she is the only one working because her husband is disabled with heart disease also.
Medicalization of support needs.
Much of the literature addressing social support in rural contexts emphasizes a heavy reliance on family support to meet extensive needs, [66] [67] but perspectives from participants from this and other studies 68 also suggest that health care providers' support may be more heavily emphasized when it relates to health concerns. When asked about the assistance they received with their health issues, participants who reported receiving assistance overwhelmingly conceptualized their needs narrowly, with a focus on medical needs, rather than addressing auxiliary help with self-management. Accordingly, the source of support reported was frequently the participant's doctor. Participants did not report any reluctance in making office visits when they had problems or in calling their doctors when they had concerns. Mrs. E., age 51, with arthritis, high cholesterol, and thyroid disease explained to whom she could go for help:
Well I have sisters that are nurses and of course I run to family members that are not nurses but are in the health profession. I could call my family doctor and he would be glad to help me. Actually, most of the time, if I have questions I will look them up on the Internet and stuff.
Her response demonstrates a medicalization of needs, viewing the physician as a valuable resource; in contrast to many of the other participants, she also considered family for medical needs, though she explained that involvement of her family was due to their medical credentials. Many participants praised their doctors and believed they truly wanted to help; participants appreciated knowing that someone was looking out for them. Regardless of the frequency with which they actually went to the doctor, participants prioritized their doctors over their family members as valuable sources of assistance with their health needs.
The nature and scope of family support. Given the challenges-emotional, informational, tangible-of managing MM, most of the assistance received from family members involved compensating for limitations related to health decrements. Family members helped with tangible non-medical activities, mainly in the form of instrumental, emotional/informational, or affective support, such as household chores, rather than direct medical management. Many participants reported receiving tangible assistance from members of their family with their dietary management, chores that may be challenging due to MM, and transportation both in the context of MM self-management and in overall activities. For instance, Mrs. T., age 58, has arthritis, heart disease, and migraines; she said, My husband, he takes me back and forth to the doctor and he makes sure the kids are doing their own thing. When I have migraines I have to have a dark room until it eases off. While I was working I had this horrible migraine, I'm talking about a month, a month, twenty four hours a day, seven days a week. That's the first and only time in my life I have had Oxycontin. I took it twice a day and he drove me to work because you can't drive while you are on that stuff.
Family members with medical knowledge also lent support by providing emotional/ informational and tangible assistance. Mrs. W., age 56, with arthritis, reflux, nerve pain, and plantar fasciitis, discussed how the various members of her family assisted her. Participants appreciated the emotional reassurance and non-medical tangible assistance provided by family members. For instance, Mrs. A., age 70, with arthritis, high blood pressure, high cholesterol, thyroid disease, and a previous hip replacement, emphasized the need for tangible support when recovering from surgery:
It took a lot of my time just to manage my hip replacement and what is most aggravating is that you're not able to do your housework like you do all your life. That's what has bothered me the most. My husband, he helps, and I've got a daughter and she helps, but if you don't have somebody you can't hardly make it by yourself at all.
Other participants discussed how positive relationships helped, not necessarily by providing concrete assistance, but by offering emotional and affectionate support and creating a supportive atmosphere. Whether or not assistance was actually provided, the knowledge that someone was or would be there to talk to and feel loved by was reassuring for many. Mrs. G. mentioned how her relationship with her husband made it easier for her to deal with her MM. She said, "We have a lot of dialogue, a lot of laughter, just a really, really good marriage and relationship which helps enormously. " Mrs. H., age 62, with high blood pressure, high cholesterol, heart disease, fibromyalgia, scoliosis, osteoporosis, retinitis pigmatosis, and depression, indicated that while she had so far been successfully self-reliant, the knowledge that her family was there for her was reassuring. She said, "Well they [my immediate family] know I've got these conditions, and they, my immediate family, will always be there, but I've never had to actually call on them for anything like that but I'm sure they would [help] . " Mrs. H. expressed an assurance, shared by many, that family support was available, but reserved it for times of greater need.
Discussion
This mixed-method study demonstrated the complexity and nuance of the measurement and interpretation of social support among vulnerable rural adults. This study provided a new insight into the variety and extent of social support within rural, underresourced areas. Findings from the interviews highlight diverse and multilayered views on the need for and receipt of assistance that may challenge standard social support characterizations, particularly as they differ from social support in rural contexts.
Although participants perceived great affection and positive interaction, their experiences suggest that a culture of self-reliance (that serves to emphasize self-management), coupled with a medicalization of needs (that results in placing a greater emphasis on formal care) leads to less reliance on family support than the literature might suggest. Narratives also revealed a specialization of who plays what role in the provision of social support, with family and providers drawn on for particular needs. Medical needs were seen as the purview of providers, and family was drawn on for support regarding more auxiliary needs. Despite fairly strong perceptions of support availability, participants generally attempted to meet their own self-management needs, emphasizing their self-reliance. While the strong social ties discussed by these vulnerable, rural residents may be similar to perceptions of social support among other disadvantaged groups, the social support experiences of residents of rural Appalachia are strongly shaped by a context of greater resource scarcity and isolation. [69] [70] Research indicates factors such as poverty and social class relate to perceptions of social support. [71] [72] Accordingly, the various indicators of socioeconomic deprivation within rural Appalachia likely exert a profound influence on experiences of social support.
What types of and how much social support do low-income rural residents with multiple morbidity (MM) receive? Prior discussion of social support has explored how the type of support required may vary by situational need; 73 this study suggested the importance of examining domain-specific social support for those with significant medical needs and limited personal and community resources. The quantitative responses to the MOS social support questions demonstrated generally high levels of perceived support, with all the means above the scale midpoints, though the values also indicated some shortcomings in perceived support availability. Perceptions of support were greatest for affectionate support, followed by positive social interaction support, and then tangible support, and were weakest for emotional/informational support. This suggested that social support within this underserved rural community may not be as strong across the specific domains as generally described in existing research. [27] [28] Perceptions of support did not seem to vary according to personal characteristics.
What explanations do rural residents offer for their perspectives on social support and MM self-management? Rather than put strain on family and friends, members of these communities may focus on support from specialists-doctors for medical needs, social services, when available, for auxiliary services-and may turn to family for more emotional needs. Prior research has demonstrated that for health care needs, individuals are more likely to rely on health care providers than on consultations with family and friends. 68, 74 However, the generalizability of this tendency to rural residents has not been demonstrated, perhaps due to provider shortages or distrust of providers. [75] [76] [77] Findings from this study challenge an assumption about support preferences in rural areas; participants with multiple chronic conditions seemed to emphasize their medical needs, resulting in a greater reliance on providers, or at least individuals with medical knowledge, rather than family supports. Due to this hierarchy of needs, family support and informal assistance became secondary. When formal sources of assistance are available, prior research indicated individuals with strong values of self-reliance often prefer to utilize these services before asking for help from family, though they are still comforted by knowing additional support was available if needed. 78 This utilization of non-family support may also result from contemporary trends towards individuals to leave rural areas for work, leaving fewer family members in easy reach to rely upon. 29 Participants in this study suggested that family served as a reservoir of support, a valuable potential resource, but one that individuals hesitated to drain too soon. Many participants expressed a recognition of the widespread disadvantage within the community and felt reluctant to accept assistance if they could manage on their own. This hesitation to seek and accept informal support seemed to stem from a conflux of factors: a culture of self-reliance, a desire not to be a burden to others with similarly limited resources, and perhaps, a sense that one should wait to take advantage of support until it was really needed. Social support can also be considered as a social "fund, " implying that taking also requires giving, and those with limited personal resources may not want to assume this responsibility.
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Does the social support received by rural residents facilitate MM self-management? The reluctance to involve others resulted in family support functioning more as a coping mechanism in times of extreme need, consistent with the stress and coping perspective, 80 rather than a health-promoting or disease-preventing mechanism in times of moderate need. Other researchers have also found reluctance to rely upon family members due to a desire not to concern them or add stress to their lives; however, when crises occurred these subjects would utilize family social support. 81 This finding is consistent with our participants, who expressed "hating to ask" others for assistance due to their challenging circumstance, but a willingness to utilize support if they reached the "point" of need.
The decision to draw on social support may occur at a certain internalized tipping point; once one's needs reach a point where health demands exceed an individual's capacity and such need is beyond the scope of health care professionals, he or she may leverage social supports. Prior to this point, when individuals are able to meet their own needs or may draw on health care providers, perceptions of support may provide individuals with the reassurance that they can manage their challenging circumstances and this reassurance may be more valuable than the actual receipt of support.
limitations. The small sample size in the current study precluded the identification of any statistically meaningful relationships in the quantitative analysis of social support survey responses. Due to our desire to focus on vulnerable adults, there may not have been sufficient variation in support needs to find relationships between individual factors and social support responses. Evaluating not just number of conditions, but overall disease burden, health trajectory, 82 or specific disease types 83 might have provided additional information. The qualitative analysis, however, helped elucidate not just perceptions of social support, but also sources of support and willingness to draw upon that support. This study provided insight into the experience of social support among vulnerable rural Appalachian adults. Although many of the challenges these participants faced and resources they relied upon may be similar in other rural communities, it is unclear whether our findings are similar to others that concern perceptions of social support among rural residents.
implications. Despite these limitations, this study's emphasis on assessing, both quantitatively and qualitatively, the nature of social support in a rural population offers key insights and novel and situated findings. By using the MOS Social Support Survey, an established instrument that is widely used and validated, we were able to identify the extent of perceived support within certain domains. By complementing these data with grounded insights, rural middle-aged and older adults provided a more nuanced view of support. The hesitation to draw upon family support suggests that self-management support programs may be particularly promising for helping residents address their health needs while maintaining their value of self-reliance. Respondents' utilization of professionals also suggests that enhancing medical and social service resources within the community is likely to promote MM self-management. Such insights are greatly needed to advance substantive, theoretical, and applied knowledge to improve the lives of vulnerable rural adults.
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